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An recertification survey was conducted from
August 3, 2010, through August 5, 2010, utilizing
.| the fundamental survey process. A random
sample of three cilants was selected from g
population of six females with various leveis of
mentzl retardation and disabilities.

The findings of tha survey were based on
observations at the group homs and thrae day
programs, Interviews with clients and staff, and
the review of clinical and administrative records,
including incident reports.

w120 E%g(g’ggsg‘ésms PROVIDED w1 All staff will be tralned on individust #2's IPP
goal on attending the day program. The
The facility must assure that outside servicas management team wiil reviaw IPP
maeat the needs of each oljent documentation weakly and staff wilt recsive on-
, g:lan: tralning on documentation for all IPP

This STANDARD Is not met as evidenced by:
Based on observation, staff Interview and record
review the facliity falled to ensure outside services
met the needs of ona of three ciients in the .
sampile. (Cilent #2)

The findings include:

On August 3, 2010 at 12:28 p.m., discussion with
the day program case manager and the review of
Client #2's altendanca records revealed that she
had not attended the day program since she was
admitted on Novembar 11, 2009. The case
manager indicated that when 1he client rode the
van fo the day program, she went out to the van
and tried various mathods o ancourage the herto
enter the bullding, however, the cilent refusad 1o
axit the van. According o the case manager, if
the cllent exited the van and entered the day

TME ? Mgﬂ'ﬁ——'

: (") denctas a deficlency Zhich the insiftution mey b0 excosed frorm og ovidiod # s déterminad that
‘other safeguards provide sufficient protaclion to the patients. (See Instructions.) Except for nursing homas, the sntﬂmmw abwup zl‘-dsduabb 90 days
fol!nwhuthod-hol:umymuh«ornulnplmdwgnhpmﬁad. Formnlnghommum&drngnndphmofmwonmdhdmhh 14
?pfmm’%gd?#m“dmm-nmmnﬂamhmhm. lfddhlonchalmcmd.anlppmphnofoomdbnhmqulﬂhhmﬁnw

rogram pa A
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program, it wouki be documented,

On August 4, 2010 at 4:00 p.m., the review of the
client's IPP ravealed a goal which statad that
Client #2 "will sttend her day program one day a
week with verbal prompts, gastures and
relnforcement for three consecullve months, At
the time of the survey, however, there was no
avidence the day program reinforcement efforts
to gat the cliant to entar the day program when
she arrived on the van, had been documented.
W 124 | 483.420(a)(2) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all cllents.
Therafore the facility must Inform each client,
parent (if the client Is & minor), or iegal guardian,
of the cliant's medical condition, deveiopmental
and behavioral status, attendant risks of
treatment, and of the right to rafuse treatment. -

This STANDARD is not met as evidenced by:
Based on Interview and record review, the fachity
failed to ensure the rights of each client and/or
their legal guardian to be informed of the client's
medical condition, developmental and behavioral
Slatus, sttendant risks of treatment, and the right
to refuse treatment, for one of three cllents
Included In the sampie. (Ciiant #2)

The finding includes:

Duting the entrance conference on August 3,
2010, beginning at approximately 8:30 a.m., the
qualified mental retardation professional (QMRF)
8nd residential manager (RM) Indicated that the

w124 The QMRP/ Residential Manager will ensure
that consent from guardians/ advocates Is
obtalned before eny Individual recaives
sedation or when any issue srises regarding
restriction of their rights. The Human Rights
Committee will monitar for compiiance by
QMRP/ Res|dential Manager.

FORM CM5-2507(02-58) Previous Veriors Ohsolste

Event ID:UF4B11

Facittty 10: 00Goa2

H contin ustion sheat Page 2 of 20



3015889287

DEPARTMENT OF HEALTH AND HUMAN SERVICES

04:22:19a.m. 08-26-2010

4/37

PRINTED: 08/18/2010
FORM APPROVED

MB N

(X1} PROVIDER/SUPPLIER/CUA
IRENTIFICATION NUMBER:

() MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(X3) DATE S8URVEY
COMPLETED

08/05/2010

391

NAME OF PROVIDER OR SUPPLIER
COMMUNITY MULT! SERVICES, {NC

STREET ADDRESS, CITY, STATE, 2IP CODE
300 9TH STREET NW

- WASHINGTON, DC 20011

0
ARERX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LBC IDENTIFYING INFCRMATION)

)
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CRO88-REFERENCED TO THE APPRDPRIATE
DEFICIENCY)

OB}
DATE

W 124

W 1566

Continued From page 2

Client #2 had sister who assisted with making
hezlth canre decisions.,

On August 4, 2010, at approximately 12:20 p.m.,
review df Cllent#2's medical records revealed a
physiclan's order dated July 2010, for Ativan 2 mg
by mouth one hour prior o her dantal
appointment Interview with the QMRP on the
same day approximately 12:40 p.m. confirmed
that the sedation was given on July 6, 2010,

Review of Cllent #2's Peychological Assassment
dated October 2010, on August 4, 2010, at
approximately 1:20 p.m,, revealsd the clisnt was
not competent to make decisions regarding her
health, safety, financial or resldential placement,
Further review of Client #2's record falled to
provide evidence that written Informed consent
had besn obtained for the use of the sedative
medication. At approximatsly 1:35 p.m., the
QMRP acknowledged that she had not obtained
cansent from Client #2's sister prior ko the
administration of Ativan.

483,420(d)4) STAFF TREATMENT OF
CLIENTS

The resulte of all Investigations must be reported
to the administrafor or desigriated representative
of to other officials in accordance with State law
within five working days of tha Incident

This STANDARD s not met as evidenced by:
Based on interview and record review, the facility
failed to report the results of ail investigations to
the administrator within five working days of the
incident for one of three clients included in the
sample. (Client #1)

W 124

W 166

The serious reportabls investigation form will
be amended to includa a signature line for the
administrator,
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The finding includes:

On August 5, 2010, at approximately 2:20 p.m.,
Interview with the qualified mental retardation
professional (QMRP) and review of the facility's
Incldent report dated June 18, 2010 and
comesponding investigative report dated Juna 20,
2010 revealed Client #1 indicated to the Licensed
Practical Nurse (LPN) that she had pain in her
ebdomen. The LPN immediately notified the
Registered Nurse (RN) who Instructad the LPN to
avaluate Client#1, Upon her evaiuation, the LPN
determined that Client #1's abdomen was
distended and tight. The primary care physician
ordered for Client #1 to be transported to the
emergency rcom via the facllity's transportation.
Client #1 was admitted into the hospital on June
20, 2010 and discharged on Juna 20, 2010, She -
was diagnosad with a partial small Bowe}
abstruction.

Further review of the corresponding investigative
report revealed that the QMRP (Investigator) and
Incident Management Coordinator (IMC)
completed and signad the Investigation on June
29, 2010. However, thers was no written
evidence that the resuits of the investigation were
cr‘evie\mm'l by the administrator within five woriing
ays.

Interviaw with the QMRP and Resldential
Manager an August 5, 2010, at approximately
2:55 p.m., acknowledged that the administrator
had not signed the final resuits of the
Investigation,

W 158 | 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL

Each client’s active treatment program must be
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integrated, coordinated and monitored by a
qualified mental retardation professionel,

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the faciiity’s quallfied mental ratardation
professional falled to coordinate, integrate, and
monltor services for three of thrae clients in the
sample. (Clients #1, #2, and #3)

The finding Include:

1. On August 3, 2010, at 8:20 a.m., interview with
the direct support staff revealed that Ihe client
had been enrolled at a new day program since
2008, however had always refused to enter the
building.

During the entrance conference on August 3,
2010, at 8:37 a.m., the qualified mental
retardation professional (QMRP) confirmed the
staff statements conceming Client #2's day
program altendance, Further discussion with the
QMRP revealed that In 2010, the Interdisciplinary
team had recommended various strategles which
had been attampted fo encournge the client to
attend her day progmm, however thesas efforls
had been futlle,

[Crosa refer to W120). Record review on August
3, 2010, at 12:28 p.m., revealed Client #2 was
admitted to the day program nn November 11,
2009, however had never aftended the program.
According to the QMRP, since the client's
admission to the day program, she had usually
refused to ieave the group home. Various
strategies had been attempted by group home
and the day program staff to encourage the

IFORM CMS-2587(02-95) Pravious Versions.Obsolets Evant ID; UF4B11 Fachity ID: 606082 If continuation shest Page 5 of 20
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client's altendance, however she continues to
refuse to exit the van upon arrival at the day

program.

On August 5, 2020, beginning at 12:38 p.m.,
continued discussian with the QMRP conceming
Client #2 revealed that due to the client's faliure to
attend her day program, and the complaxity of the
situation, she further sought the assistance of the
10T to identify more effective strategles.

Record review on August 5, 2010 at 12:45 p.m.,
revealed the following information regarding
efforts tn address Cllent #2°'s concems:

{1) On January 28, 2010, Client #2 was assessed
&t the group home by an independent consulting
psychologist, who hed been recommended by the
facility's consulting behavioral spacialist.
According 1o the QMRP, the psychologist
prasented his recommendations at a case
cgnasmme held at the group home on March 17,
2010,

Review of the case conference notes and
recommendations revealed the following :

a. "Exhibits characteristics of autism.” a. The communication book will be revised to

- Develop a program for taking her to the day .
program, Meke It visusl. include pictures that address Individual #2's

- strateg day program attendance and activities during
prg:rlga m”ﬁ:&?::mlfm“ be do‘?:é Use _ i|the day. QMRP/ Residential Manager will @
(picture of van, van seat, day program). monitor Implementation of scheduled activites.

-Possible-speech and ianguage evaluation with
more recommendations.

On August 5, 2010 at 1:55 p.m., Interview with the
, QMRP and record review revaaled that on June

FORM CiS-2587(02-0U) Previous Varsions Obsoisty Event ID: UF4B11 Facitly |D: 00GoR2 If continuation sheet Page 6 of 20
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28, 2010, the speech and language pathclogist
(SLP) brought Client #2 a picture book and
reviewed it with her one on one staff on duty. On
August &, 2010 at 2:02 p.m., the review of the
Picture book, which was confirmed by the GMRP,
revealed that It did not Include the recammended
plctures of the van, van seat, and the day

program,

g?e should have a pattam that she ngeds to
ow.

-Randomly attempt to take her on the van one
day 8 weak.

[Cross refer to W262], Interview with the QMRP
onh August §, 2010, at 2:40 p.m., revealed that the
client's tolerance of attampta to take her to the
day progrem should be documented on the
Antecedent Behavior Consequence (ABC) data
caollection form. The subsequent raview of the
ABC data collection form revealed that it was not
designed to accurately monitor the cllent's
performance in the objective, as written. The
review of the cllent's Individual program plan {IPP)
however, revealed an objective had been
developed to Include saven steps. Although
Interview with the QMRP, the home manager, and
the client's one on one direct support staff
verbalized these steps, consistent program
documentation was not available, as svidence of
its implementation,

-Team should reevaluate the use of g helmet.
-Set up an appointment with the ophthelmologiat
to evaluate the use of the helmet.

[Cross refer to W262]. On August 5, 2010 at 2: 25
p-m., a discuss!on with the QMRP revealad the
nurse indicated that the use of the protective

W 158

The Behavior Spacialist daveloped a new form

that specifically addresses steps that Individua!
#2 should teka to attend her day program. All
staff will be trained on the new document.

An appointment was made for Individual #2 to
be evalueted by her ophthaimologist for helmet
use. In the future, the management taam will
raview all recommendations and acddress them
In a timely manner.
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Continued From page 7

heimet may have been initially recommended by
the ophthalmologist, to prevent seif injurious
behavior. Further intarview with the GMRP, and
the subsequent record review on August 5, 2010,
at 2:40 p.m,, revealed that avallabie records did
specify when and why the heimet was initially
recornmended. The record further revealed that
the clients aphthaimology consultation reports
dated April 12, 2010 and May 5, 2010, did not
include a request for an assessment of the cent
to determine if the use of a haimat continued to
be warranted.

b. Interview with the QMRP on August 5, 201 0, at
1:04 p.m., had also revealed that after the case
conference was heid on March 17, 2010 for Client
#2, the behaviorel specialist recommeanded a
second opinion regarding the "autistic features.”
Acconding to the GMRP, on May 10, 2010, a
second psychologist conducted a behavioral
observation of Client #2 for appraximataly thirty
minutes at the group home. The QMRP indicated
that the second psychologist concurred with the
previous psychologist that the client exhibited
“autistic characteristics.” Continued discussion
with the QMRP, however reveglad the report of
this ohservation had nol been provided for lhe

¢. Continued interview with the QMRP on August
5,2010, at 1:11 p.m., revealed that after the
second psychologist diagnosed that Client #2
exhibited "autistic features®, the behavioral
specialist deemed it beneficial to conduct &n
updatad psychological assessment and an
updated behavior support plan. On August 5,
2010, at 3:15 p.m., tha record revealed the most
current behavior support plan (BSP) was dated
October 31, 2009 and the psychological

W 159

b. A copy of the assessment done by the

second psychologiat was provided by the
Behavior Spaciallst to the QMRP.

updetes.

¢. An updated Behavior Support Plan end
psychological assessment was provided by the

Behavior Specialist with the recommended
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assessment was dated January 6, 2010. Atthe
time of the survey, the updated BSP and
psychological assessment had not be provided,
At the ime of the survey, there was no evidence
that services recommended during Client#2's
March 17, 2010 case conference had baan
coordinated timely by the faclity's GMRP, to
ensure their implementation for the cllent.
2. The QMRP falled 1o ensure Cilent#1's 2. Cross reference W242 /81D
Individual program pian (IPP) included training In
activities of dental hygiene. (See W242) _
3. The QMRP failed to ensura continuous active
treatment in recommended self-medication 3. Gross referance W24.1 L""’M
training objectives for Clients #1, #2 and #3. (See
W249.1)
4. The QMRP failed to ensure continuous active .
treatment for the implementation of strategies 4. Crosa reference W248.2 I /30110
identified in Client #1's IPP which were designed

to Increase her tolerance of her hearing aid. (Ses
W249.2) )
W 242 | 483.440(c)(6)(iH) INDIVIDUAL PROGRAM PLAN w242

The Individvai program plan must include, for
those clients who lack them, training in personal
skilis essential for privacy and independence
(Including, but not limited to, toiiet training,
personal hyglene, dental hygiens, seif-feeding,
bathing, dressing, grooming, and communication
of basic needs), untll it has been demonstrated
that the client is developmentally incapable of
acquiring them.

This STANDARD Is not met as evidenced by:
Based on cbservation, staff interview and record
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W 2421 Confinusd From page 9 w242
review, the facilty falled t ensure each cllent's
Individual progrem plen (IPP) Included tralning in
activities of dental hyglens, for one of the three
clients In the sample. (Client #1)

The finding includes; An IPP goal was put In place for Individual #1
to be encouraged to brush her teath twice daily.

Review of Cllent #1's medical recard on August 4, The QMRP will monitor all recommandations
2010, at approximataly 9:10 e.m., revealed 8 from Medical Consultants to ensure that they
dental consultation dated July 19, 2010, that are edressed appropriately and in a imety
recommended the client brush har testh two (2) manner. 8/810
times a day. Continued review of the client's
record revealed the client had full mouth scaling
and prophylaxis complated during the dental
appointment.

Review of Client #1's Individual Program Plan
(IPP) dated August 2010, at approximately 9:12
a.m., revealed no evidenca of a {raining program
to address the client's oral hyglene.

Review of the qualified mental retardation
professional's (QMRP's) progress notes dated
May 2010, on August 4, 2010, at approximately
: 9:15 a.m., revealed Clant #1's tooth brushing
program was being implementad twice dally.

During Interview with the QVIRP on August 4,
2010, at approximataly 9:20 a.m.; however,
reveaied that Client#1 did not have a tralning
progrem to addreas her dental hygiene.

Thera was no evidence the facility ensurad the
cllent's IPP included training In activites of dental
hygiene. -

W 248 | 483.440(d)(1) PROGRAM IMPLEMENTATION W248

As soon as the Interdisciplinary team has
formulated a cllent's individual program plan,
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each client must receive a continuous active
treatment program consisting of neaded
Intarventions and saervices In sufficlent number
and frequency to support the achlevement of the
ogactivas identified in the individual program

p n.

This STANDARD s not met as evidencad by:
Based on observation, staff interview, and record
raview, the facliity's qualified mental retardation
professional (QMRP) falled to ensure cllent's
received continuous active treatment, for three of
the three cllents Inciuded in the sample. (Clients
#1, #2 and #3)

The findings Include:
1. During medication administration observation

on August 4, 2010, at 7:256 a.m., revealed
Registered Nurse #1 (RN #1) punched out all of

1. The nursing staff will recalve tralning on Self
-Medicaticn Administration Program. In the

Client #1's medications from the bilster pack. The future, the Individuals will have the opportunity
RN piaced the cup of medications into Client#1°’s to participate In self-medication administration
hands In order for the client to consume the to the bast of thelr ability. I a/3010 I

medications with ons (1) physical prompt. Further
observation revealed the RN poured a cup of
water for Client #1 who then was able to pick up
the cup and consume the contents with two (2)
verbal prompts.

During a face-to-face Interview with RN #1 on
August 4, 2010, at approximately 7:30 a.m.,
revaaled Clisnt#1 had a self-medication program
however, the program was Implementad In the
evening.

Review of Client #1's self-medication program
dated August, 2010, on August 4, 2010, at

FORM CMS-2567(02-99) Previous Varsiona Obsolets Evant |D: UF4B11 Facllity |D; 0eGoe2 if continuation sheet Page 110f20
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W 248 | Continued From page 11 :
appraximately 8:30 a.m., revealed that staff was
to document at least three times per week
{M-W-F) if the client was able to parform the
following staps during the medication
administration. Further review reveaied the self-
medication program was as follows:

a. Wash hands;

b. Pour water in cup provided for medication
administration;

¢. Punch out medications from biister pack;
d. Proper disposal of used medication cup;
e. Instlll eye drops and

f. Put cup In kitchen sink after taking all
medications

W249

There was no evidence that the client wes given
the opportunity to fully participate in the self-
medication program.

2. During medication administration observation | 2. Indivduals will be given the opportunily 1o ||

on August 4, 2010, at 7:55 a.m., revealed RN #1 |
s ' participate in the Medication Administration
crushed and mixed Ciient #2's medication in Program. Nursing staff will be instructed to

applesauce than spoon-fed the cup of -
medications to Client #2. Further obsarvation review steps In the seif-medication program. |

revealed the RN poured a cup of water for Client
#2 who then waa able to pick up the cup and
consume the contents with one (1) verbat prompt.

During a face-to-face intarview with RN #1 on
August 4, 2010, at approximately 7:31 a.m.,
revealed Client #2 hed a self-medication program
however, the program was implemented in the
avening.

Review of Client #2's self-medication program
dated August, 2010, on August 4, 2610, at
approximately 8:35 a.m., revealed that staff was
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to document at least three times per week
(M-W-F) if tha client was able to perform the
following steps during the medication
administration. Further review revealed the seif-
medication pregram was as foilows:

a. Wash hands;

b, Pour water in cup provided for medication
administration;

¢. Punch out medications from blister pack:
d. Take medication with applesauce;

&. Put cups in kitchen sink after taking aif
medications

There was no evidence that the client was given
the opportunity to fully participate in the seH-
medication program,

3. During medication administration observation
on August 4, 2010, at7:35 a.m., reveaied RN #1 3. All staps within the self-medication program
punched out all of Cllent #3's medications from will be followed by the individuals with the L
the biister pack. The RN placed the cup of assistance from nursing staff.
maedications into Client #3's hands in order for the
client to consume the medications with one (1)
physical prompt. Further obsarvation revealed the
RN poured a cup of water for Client #3 who then
was abla to pick up the cup and consume the
contents with two (2} verbal prompts.

During a face-to-face Intarview with RN #1 on
August 4, 2010, at approximately 7:40 am,,
revealed Client #3 had a seif-medication program
however, the program was implemented in the
evening.

Review of Client #3's self-medication program
dated August, 2010, on August 4, 2010, at
approximately 8:45 a.m,, reveaied that staff was
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rasponding by waving [hi] to the surveyor. The

to document at least three times per week
(M-W-F) if the cllant was able to perform the
following steps during the medication
administration. Further review revealed the sslf.
medication program was as follows: :

a. Wash hands;

b. Pour water in cup provided for medication
edministration;

¢. Punch out medications from blister pack;
d. Proper disposal of used madication cup;
f. Put cup in kitchen sink after taking ali
medications

There was ho evidence that the client was given
the opportunity to fully participate in the
self-medication program.,

4. The faciilty falled to consistently implement
stralegias identified In Cllent #1's IPP designed to
Increase folerance of har hearing aid during
waking hours, as evidenced below:

On August 3, 2010, at 10:48 a.m., abservation at
the day program revealed Client #1 walked over
to the dask whera the surveyor was sitting with
the day program specialist. The program
speciglist signed the word [wave] and the client

day progrem speclalist signed [thank you] and
Client#1 respondad by signing thank you back.
At 4:07 p.m., evening observations at the home
revealed direct care staff #1 signed tha word
[pretty] to Client #1 and she responded by signing
the word pretty back fo staff, At approximately
4:10 p.m., the house menager was observed {o
sign the word [wash hands] to Cliant #1 during
snack time. Client #1 immediately want to the
bathroom fo wash her hands.

4. The staff will ba trained to encourage
Individual #1 to wear her hearing aids during
waking hours. In the future, ihe management
team will frequently check the usage of
Individual #1's hearing aids and the staff will
recieve on-golng training.

IQHDHD | :
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On August 3, 2010, at approximately §:15 p.m.,
interview with direct care staff #1 ravealed that
she signed to Client #1 because she was deaf.
Further interview revealed that Client #1 had a
hearing aid to assist her with hearing. This was
also acknowledged through interview with the
House Manager on August 4, 2010, at
approximately 11:30 a.m.

On August 4, 2010, at approximately 9:50 a.m.,
review Df Client #1's current physician ordars
dated July 2010 revealed the ciient had a
diagnosis of bilateral hearing loss. interview with
the qualified mental retardation professional
{QMRP) and review of Cllent #1's individual
Support Plan (iSP) dated January 4, 2010 on the
same day at approximately 12:15 p.m., revealed
an objective for the client to tolerate har hearing
ald during waking hours 100% of trials dally.

Observations the previous day (August 3, 2010),
however, revealed that Cllent #1 was not
observed wearing her hearing ald at the day
program and at her home,

W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documented in measurable
terms,

This STANDARD Is not met as evidenced by:
Based on observation, interview and record
review, the facility failsd to ensure consistent
documentation of prograss on an Individual
Program Plan (IPP) objective, for one of three

W 249

w Zﬁzkﬁm“ refsrance W120

I BI27110 l

FORM CMS-2657(02-09) Pravious Versions Obaclate Event iD: UF4B11

Facltly I0: 000082

L4 eontlnu'auon sheet Page 150f20



3015889287

DEPARTMENT OF HEALTH AND HUMAN SERVICES

04:25:53 a.m. 08-26-2010 17 137

PRINTED: 08/18/2010
FORM APPROVED

OMB NoO. 1838-0391

STATEMENT OF DEFICIENCIES (X7} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

09G082

{X2) MULTIPLE CONSTRUGTION
A BISLDING

(@3} DATE SURVEY
COMPLETED

08/06/2010

NAME OF PROVIDER OR SUPPLIER
COMMUNITY MULT! SERVICES, INC

$300 §TH BTREET NW
WASHINGTON, DC 20011

STREET ADDRESS, CITY, 8TATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMA TION)

(] PROVIDER'S PLAN OF CORRECTION 005)
FREFIX |- (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ) BREBS-REFEREDNgE'% 'Ea cT;i)E APPROPRIATE bate

W 252

+

Continued From pege 15
clients in the sample. (Client #2)

Tha finding include:

[Cross refer to W120). The facility fafled 0 ensure
that data was consistently maintained on the
tralning objective designed to increase Clisnt #2's
day progrem attendance, as evidenced baiow.

interview with the home manager and the
quaiified mental retardation professional (QMRP)
on August 3, 2010 during the entrance
conference at 8:30 a.m.,revaaled Client #2 had
been refusing to attend her day program for
sometime, Further discusslon with the QMRP,
home manager, and one on one support staff
indicated that If the cllent want to the day
program, she refused v get off the van. interview
with both the QMRP and the home

revealad that a training objective had been
developed to monitor the cllents progress on
altending the day program. The home manager
Indicated that staff had been practicing the steps
of the training objectives to encourage tha client
1o attend her day program. According to staff,
attsmpts were made to Implament the steps of
the objective, however, the client was usually
non-compliant.

On August 4, 2010 at 4:00 p.m., the review of the
clients IPP revealed a goal which stated that she
"will attend her day program one day a week with
verbal prompts, gestures and reinforcement for
thres consecutive months. The review of the in
home objective revealed the client "will ba
encouraged by her ane on one to attand her day
progrem at least one day a weak. "She will
practice” the steps:

W 252
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{1) Put on coat and jacket

{2} Get back pack from closet

{3) Walk to the back door

{4} Exit the back door

(5) Walk o the van

(6) Get an the van

(7) Get off the van at the day program

On August 5, 2010 at 1:37 p.m., record review
revealed data collection on the practice staps on
May 25, June 22, and August 3, 2010.

At the tima of the survey, there was no evidence

data on Client#2's training objective designed to

Increase her day program attendance, had been

collected at the frequency required to accurately

monitor her prograss.

W 262 | 483.440(1)(3){l} PROGRAM MONITORING & - W 262
- | CHANGE

Individual #2's heimet use will be reviewed by
the Human Righis Committes at the next

| mittoe scheduled meeting. In the future, all rastrictiva

mﬁ':rr?mwu:?:um%:ﬂ%ﬁxﬁgnage devices will be reviewed by the HRC at least Wl
inappropriate behavior and other programs that, annuelly.
In the opinion of the commiittes, Involve risks to ’
client protection and rights.

This STANDARD Is not met as evidenced by:
Based on staff interview and record review, the
facility's Human Rights Commitiee (HRC) falled to
review and approvs the use of restrictive
measures, for ona of the three clients in the
sample, (Client #2)

The finding includes:

On August 3, 2010, cbsarvations from 11:58 a.m,
to 5:10 p.m., revealed Cilent #2 was nbserved to
waear her safety heimat iwo times at (4:10 p.m.
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and 4:42 p.m.).

Interview with the facllity’s qualified mental
retardation professional (QMRP) on August 5,
2010 at 2:27 p.m., revesled that the protective
helmet was prescribad by the aya doctor dus to
the client's right eye blindness. According o the
QMRP, her discussion wih the nurse in the past
had revealed that the use of the protectiva halmet
had been Inltially recommended by the
ophthalmaologist.

Review of the cument physician's orders dated
July 2010 on August 5, 2010, at approximately
10:00 a.m.,, revealsd under the section "safety
orders”, a protactive helmet to be wom during

waking hours,

On August 5, 2010, al approximatsly 3:30 p.m.,
review of the facility's Human Rights Committes
(HRG) minutes from May 9, 2010 %o June 7,
2010, revealed that the HRC had not reviewed
and/or discussed the use of Cllent #2's protective
helmet. This was acknowiedged through
interview with the House Manager on the same
day at approximately 3:45 p.m.

483.460(c) NURS|NG SERVICES

The facility must provide clients with nursing
servicas in accondancs with thelr needs,

This STANDARD I8 not met as evidenced by:
Based on observation, interview and racord
review, the facility's nursing services falled to
ensure health services as prescribed for one of
three clients in the sample.(Client #3)

The {inding includes;

wag2

W31
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On Aupust 3, 2010, at 7:36 a.m., Client #3 was
observed to recelve Hydrochlorothlazide 12.5 mg,
1 capsule, During this ime, the client was initially
reslstive o having her blood pressure taken by
the nurse. With encouragement, however, the
client was abie to remain sl for her biood
pressure {BP) assessment. .

On August 3, 2010, at 7:39 a.m., interview with
the nurse administering the medication revealed
that Client #3's intermittent refusal and/or failure
to remain still for blood pressure assessment had
been an ongoing concam. The nurse also stated
the client was prascribed a Clonidine Patch, 6.3
mg, to be appiied to an area on her bady once B
week. Additionally, tha nurse indicated that the
primary care physician (PCP) prescribed that the
client's biood pressure be monitored twice a day.
The subsequent review of the cllent's record at
8:37 a.m. confirmed the physician's orders for the
aforementionaed medication. A physician's order
datad April 10, 2010, prescribed that Client #3's
biood pressure be assessed and documented
twice dally.

On August 4, 2010 at 11:42 a.m., record review
revealed no blood pressure was documented for
Client #3's at six of the scheduied times in May
2010, Although the pravious Interview with the
nurse had indicated that the client sometimas
failed to remain stiil and/or refused, there was no
evidence the reason why the client's blood
prassura was not assassed and/or documanted
on three (May 10, 7, and 13, 2010 ) of the six
dates. The June 2010 MAR revealsd e similar
finding of no evening BP readings on seven days
(June 2,7, 16,16,18, 23 and 24, 2010).

W 331([The nursing staff received additional iraining

on documenting on medication administration
record on 8/19/10. In the futura, the primary
nurse will reviaw medical recards to ensure
consistent and proper documentation for BP
essessments. The Director of Nursing will
raview medicef records on a monthily basis to
ensure medical and nursing services are

8/16/10

provided on time,
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At the time of the survey, there was no evidence
nursing sarvices had mainkined consistant
documentation of Client #3's evening bicod
pressure readings lo snsure accurate monitoring
of the effectiveness of her prescribad
medications.
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INITIAL COMMENTS

A licensure survey was conducted from August 3,
2010 through August 5, 2010. A random sample
of three residents was selected from a population
of six females with various levels of mental
retardation and disabilities.

The findings of the survey were based on
observations at the group home and three day
programs, Interviews with residents and staff, and
the review of clinical and administrative records,
Including incident reports, ,

3503.3(d) BEDROOMS AND BATHROOMS

Each bedroom shall be equipped with at least the
following items for each residant

{(d) Night stand.

This Statute is not met as evidenced by:

Based on observation and interview, the GHMRP
falled to ensure that each bedroom was equipped
with a night stand for each resident for three of
six residents. (Resident's #1, #3, and #6)

The finding includes:

During the inspection of the environment on
August §, 2010, beglnning at 10:30 a.m., the
bedrooms of residents #1, #3 and #5 were
pbserved to have no nightstands for the

i individuals. In an interview at the same time, the

house manager (HM) acknowledged that the
nightstands had not bean provided for the

| residents’ bedrooms.

At the ime of the survey, there was no evidence

1000

1078

Night stands will ba purchasad for Individuals
#, #3,

and #8.

I 91010 l

latior} Admin )

il el itigpars it

/26710

-
e

UF4B11

f,
umugﬁm-hd: 1of18

22 /37



08-26-2010 23 /37

3015889287 04:27:24am.
PRINTED: 08/18/2010
FORM APPROVED
Health Requlation Administration
BSTATEMENT OF DEFICIENCIES DATE SURVEY
AND PLAN OF CORREGTION NI EUF PUEIICLIA {X2) MULTIPLE CONETRUCTION O oL e
A, BUILDING
8. WING
HFDO03-0083 08/05/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S8TATE, 2IP CODE
COMMUNITY MULT! SERVICES, INC WASHINGTON: B Sho11
04 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICEENCY MUSY BE PRECEOED BY FULL © PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROMFEREDNE:EF'&E.‘D&E APPROPRIATE DATE
1075, Continued From page 1 1076
that each bedroom had been equipped with the
minimum required itams.
1090 3504.1 HOUSEKEEPING 1080

Health Reguiation Administration

Tha intarior and exterior of each GHMRP shail be

maintained in a safe, clean, orderly, attractiva,

and sanitary manner and be free of

zgcumulaﬂona of dirt, rubbish, and objectionable
ors.

This Statute s not met as avidenced by:
Based on observation and interview, the Group
Home for the Mentelly Retarded Persons
(GHMRP) falled to ensure the exterior of the
GHMRP was maintained In a safe, orderly, and
attractive manner for six of six residents In the
faciiity. (Residents #1, #2, #3, #4, #5 and #6)

The findings inciude:

An Inspection of the snvironment was conducted
on August 5, 2010, beginning at approximately
11:00 a.m, During the inspection, the surveyor
was accompanied by the House Manager. The
following concemns were identified:

Exterior:

1. The front porch baseboard on the ieft side of
the home evidenced miidew,

2. The front driveway had an elsvated area,
creating a potential trip hazard.

3. On the upper rear right side of the exterior
wall, there was a noticeable hole which makes
the exterior wall unattractive.

the home,

1. Mildew was removed from the left side of J

8/8/10

2. Front driveway will be repaired.

I 9/10/10 |

of the home.

3. The hoies will be repalred on the right side
rep ¢ 81010
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4. On the upper rear lefl side of the exterior wall 4, The rust will be remaved on rear left side of '1
there were unsightly rust spots. home.
5. The rear fire escape atebu evidenced chipping
and pesling palnt on the tread. 5. The rear fire escape will be painted. |9/10110
6. The rear basement steps evidenced crumbiing ‘
and broken cement on the tread which could be & , :- The ‘:P‘ will be repaired Iaading to tha Ismono
potential trip hazard. asame
Interior;
The basement carpet has noticeatle atain. Carpat will be removed and fioor will be tiled. | /1010 ]
The House Manager confirmed the findings on
August 5, 2010 at 12:00 p.m.
1180 3508.1 ADMINISTRATIVE SUPPORT 1180

Each GHMRP shall provide adequate
administretive support to efficiently meot the

needs of the residents as required by thelr
Hablitation plans.

This Statute s not met as evidenced by:

Based on observation, Interview and record
review, the GHMRP's qualified mental retardation
professional failed to coordinate, integrets, and
monitor services for ona of three resldents in the
sample. (Resident #2)

Thae finding Includes:

On August 3, 2010 at 8:20 a.m.,, interview with
the direct support staff at this ime revaaled that
the resident had been enrolled at a new day
program since 2008, however had always refused
to entar the bullding.

During the entrance conference on August 3,
Reatth Regulation Adminfstration
STATE FORM i UF4B11 if confinuation shaet 3 of 18
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2010 at 9:37 a.m,, the qualified mental
retardation professional (QMRP) confirmed the
staff statements concerning Resident #2's day
program.aitendance. Further discussion with the
QMRP revesied that In 2010, the intsrdisciplinary
team had recommanded various strategles which
had been attempted to encourage the resident to
attend her day program, however these efforts
had been futile.

[Cross refer to W120). Record review on August
3, 2010 at 12:28 p.m., revealed Resident #2 was
admitted {o the day program on November 11,
2009, hawever had never attended the program.
According to the QMRP, since the reskient's
admission to the day program, she had usuaily
refused to leave the group home. Although
various strategies had been attemnpted by group
home and the day program staff to encourage the
resident, if the resident rode on the van, she
refused to exit the van upon amivai at the day
program,

On August 5, 2020, beginning at 12:39 p.m.,
continued discussian with the QMRP conceming
Restdent #2 revealed that due to the resident's
fallurs to attend her day program, and the
complexity of the situation, ahe further sought the
assisiance of the IDT to identify more effective
stratagles,

Record review on August 5, 2010, at 12:45 p.m.,
reveaied the following Information regarding
efforts to address Regident #2's concems:

(1) On January 28, 2010, Resident #2 was
assessed at the group home by an independent
consuiting psychologist, who had been the
recommended by the GHMRP's consulting
behavioral spacialist. According to the QMRP,

180
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the psychologist presented his recornmendations
at @ case conference held at the group home pn
March 17, 2010,

Review of the case conference notes and
recommendations revealed thay included the
following :

a. "Exhibits characteristics of autism.” Crosa raference W158

- Develop a program for taking her to the day I B/03N0 |
| srogram. Make it visual,

- Explore visual communication strategles. use
pictures to show her what she will be doing
(picture of van, van seat, day program).
-Possible speech and language evaluation with
more recommendations.

On August 5, 2010 at 1:55 p.m., interview with
the QMRP and record review revealed thaton
June 28, 2010, the speech and language
pathologist (SLP) brought Resident #2 a pioture
book and reviewed it with her one on one staff on
duty. On August 5, 2010, a1 2:02 p.m., the review
of the picture book, which was confirmed by the
QMRP, revealad that it did not Include the
recommended pictures of the van, van seat, and
the day program.

.fgl?:w l-:hould have a pattern that she needs to Ii“‘s ppra—vy I —
- Randomly take attempt to take her on the van
one day a week,

[Cross refer to W262]. Interview with the QMRP
on August 5, 2010, at 2:40 p.m. revealed thal the
resident's tolerance of atiempts to ake her to the
day program should be documented on the abc
data collection form. The subsequent review of
the abc data collection form revealed that it was
not designed to accurately monltor the resident's

Heatth Ragulation Administration .
STATE FORM ] - UF4B11 If continuation sheet 5 of 18
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performanca In the objective, aa written. The
review of the resident's individual program plan
{IPP) however, revealed an individual program
pian (IPP) objective had been developed and
included seven steps. Although Interview with the
QMRP, the home manager, and the residant's
one on one direct support staff verbalized these
staps, consistent program documaentation was
avallable, ag evidence of its implementation,

~-Team should reevaluate the use of a heimet.
-Set up an appointment with the ophthalmologist
to eveluats the use of the helmet, ‘

[Cross refer to W252], On August 6, 2010 at 2:
26 p.m., interview with the QMRP indicated that it
was thought that Resident #2's helmet may have
been Initially recommended by the
ophthaimologist, to prevent self injurious
behavior, Further interview with the QMRP, and
the subsaquent record review on August 5, 2010
at 2:40 p.m., revealad that available records did
specify when and why the helmet was Initially
recommended. The record further revealed that
the resident's ophthaimology consuitation reparts
dated April 12, 2010 and May 5, 2010, did not
Includa a request for an assessment of the
resident to determine if the use of a heimet
continued to be warranted.

LCross reference W159(a)

'| b. Interview with the QMRP on August 5, 2010 at ross referance W159,

1:04 p.m. had also revealed that after the case c ©
conference was heid on March 17, 2010 for
Residant #2, the behavioral specialist
recommended a second opinion regarding the
"autistic features. " According to the QMRP, on
May 10, 2010, a second psychologist conductad
a behaviorai observation of Resident #2 for
approximately thirty minutes at the group home,
The QMRP indicated that the second

Health Regulation Adminitration
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psychologist concurred with the previous
psychologist that the resident exhibited "autistic
characteristics.” Conltinued discussion with the
QMRP, however revealed the report of this
observation had been provided for the resident's
record,

¢. Continued interview with the QMRP on August
5,2010 at 1:11 p.m,, revealad that after the
second psychoiogist diagnosed Resident #2
exhibited "autistic features”, tha behavioral
spedalist deemed it banaficial to conduct an
updated psychologica! assessment and to
develop an updated bahavior support pian. On
August §, 2010 at 3;15 p.m., the record revealad
the most current behavior support plan (BSP)
was dated October 31, 2000 and a psychoiogica!
assessment was dated January 6, 2010. Atths
time of the survey, the updated BSP and
psychclogical assassment had not be provided
for review and approval by the GHMRP's human
rights commiitee,

At the ime of the survey, there was no evidence
that services recommended during Resident #2's
March 17, 2010 eass conference had been
coordinated fimely by the GHMRP's QMRP, to
anhsure thelr implementation for the resident

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall Include both diagnosis
and evaluation, including identification of
developmental levels and needs, treatment
sefvices, and services dasigned to prevaent
datiedr;omﬂon or further iess of function by the
resident.

This Stetute s not mat as evidenced by;

i 180

1401

Cruss reference W158(c)

| e ]

Cross reference W331 I rm
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Based on observation, interview and record
review, the GHMRP's nursing asrvices fallad to
ensure haaith services as prescribed for one of
three residents In the sample.(Resideni #3)

The finding includes:;

On August 3, 2010 8t 7:35 a.m., Resideni #3 was
observed to recalve Hydrochlorothlazide 12.5 myg,
1 cap. During this ime, the resident was inifially
resistive {o having her blood pressure taken by
the nurse. With encouragement, however, the
residant was able to remain stiil for har blood
pressurae (BF) assessmant.

On August 3, 2010 at 7:39 a.m., Interview with
the nursa administering the medication revealad
that Resident #3's intermittent refusal and/or
failure to remain still for blood pressure
assessment had been an ongoing concem, The
nurse also stated the resident was prescribed a
Clonidine Patch, 6.3 mg, to be applied to an area
on her body once a week. Addifionally, the nurse
indicated that the primary care physician (PCP)
prescribed thai the resident's blood pressure be
monitored twice a day. The subsequent review of
tha resident’s record at 8:37 a.m. confirmed the
physiclan's orders for the aforementionad
medication, A physlcian's order dated April 10,
2010, prescribed that Resident #3's blood
pre;sure be assessed end documenied twice
daily.

On August 4, 2010 at 11:42 a.m., record review
revealed no blood prassure was documentad for
Resideni #3's at six of the scheduied times In
May 2010, Although the pravious Interview with
the nurse had indicated that the resident
sometimes failed {o remain still andsor refused,
there was no evidance the reason why the

1401
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resident's blood pressure was not assessed
and/or documented on three (May 10, 7, and 13,
2010 ) of thae six dates, The June 2010 MAR
revealed a similar finding of no evening BP
readings on six days (June 2, 7, 15,16,18, 23 and
24, 2010),
At the ime of the survey, there was no evidenca
nursing sarvices had maintained consistent
documentation of Resident #3's evening biood
pressure readings o ensure accurate monitoring
of the effectiveness of her prescribed
medications.
1422 3521.3 HABILITATION ANO TRAINING | 422 Cross reference W249(2) | “’ma—l

Health u

Each GHMRP shall provida habiiltation, tmining
and asslstance o residents in accordance with
the resident ' s individual Habilitation Plan.

This Statule is not met as evidenced by:

Based on ubservation, staff interview and record
reviaw, the GHMRP’s qualified menta! retardation
professionsl (QMRP) failed to ensure resident's
recaeived continuous active treatment, for three of
the three residents included In the sample,
(Residents #1, #2 and #3)

The findings include:

1. During madication administration cbservation
on August 4, 2010, at 7:25 a.m., revealed
Registered Nurse #1 (RN #1) punched out al of
Resident #1's medications from the biistar pack.
The RN placed the cup of medications into
Resident #1's hands in order for the resident to
caonsuma the medications with one (1) physical
prompt Further observation reveaied the RN
poured a cup of water for Resldent #1 who then
was able o pick up the cup and consume tha

stration
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contents with two (2) verbal prompts.

in the evening.

following steps during the medication
medication prograrm was as follows:
a. Wash hands;

administration;

a. Instili aye drops and
medications

self- medication program.

applesauca than spoon-fed the cup of

| Prompt.

During a face-to-faca intarview with RN #1 on
August 4 , 2010, at approximately 7:30 am.,
revealed Resident#1 had a self-medication
prograrm however, the prograr was implemented

Review of Rrasident #1's self-medication
program dated August, 2010, on August 4, 2010,
at approximately 8:30 a.m., revealad that staff
was to document at least three times per week
(M-W-F) if the resident was able to pesform the

administration, Further review revealed the self-

b. Pour water In cup provided for medication

c. Punch out medications from blister pack;
d. Proper disposal of used medication cup;

f. Put cup In kitchen sink efter taking all

There was no evidence that the resident was
given the opportunity to fully participste in the

2. During medication edministration observation
on August 4, 2010, at 7:55 a.m., ravealad RN #1
crushed and mixed Resldent #2's medication in

medications to resident #2. Further observation
revealed the RN poured a cup of water for
Resident #2 who then was abila to pick up the cup
and consume the contente with one (1) varbal

I 422

Hesfth Regulation Administraton
STATE FORM

o UF4B11

¥oontnustion sheet 10 of 16



3015889287

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

04:29:44a.m. 08-26-2010 32/37

PRINTED: 08/18/2010
FORM APPROVED

(%1} PROVIDER/SUPPLIER/CUA
IDENTIFICATION NUMBER:

HFDO3-0083

8. WING

(X2) MULTIPLE CONSTRUCTION
A BULDING

{X3) DATE SURVEY
COMPLETED

08/05/2010

NAME OF PROVIDER OR SUPPLIER
COMMUNITY MULT] SERVICES, INC

STREET ADORESS, CITY, STATE, ZIP CODE

6300 OTH STREET NW
WASHINGTON, DC 20011

X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

ERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

422

Heakh Ragulation Adminkstration
STATE FORM

Continued From page 10

During a face-to-face interview with RN #1 on
August 4, 2010, at approximately 7:31 a.m.,
revealed Resident #2 had a seif-medication
program however, the program was implemanted
in the evening.

Review of Resldent #2's salf-medication program
dated August, 2010, on August 4, 2010, at
approximately 8:35 a.m., revealed that staff was
to document at least three imes per week
(M-W-F) if the resident was able to parform the
following steps during the medication
admintsiration. Furthar review reveaied the self-
medication program was as follows:

a. Wash hands;

b. Pour water In cup provided for medication
administration;

¢. Punch out medications from biister pack;
d. Take medication with appiesauca;

e. Put cups In kitchen sink after taking all
medications

There was no avidence that the resident was
given the opportunity to fuily particlpata In the
self- medication program.

3. During medication administration observation
on August 4, 2010, at 7:35 a.m., revealed RN #1
punched out ail of Resident #3's medications
from the biister pack. The RN placed the cup of
medicaions Into Resident #3's hands in order for
the resident to cansume the medications with one
(1) physlcal prompt. Further observation revealed
the RN poured a cup of water for Resident #3
who then was able to pick up the cup and
consume the contents with two (2) verbai

prompts.

1422
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During a face-fo-face Intarview with RN #1 on
August 4 , 2010, at approximately 7:40 a.m,,
revealed Resident #3 had a set-medication .
program however, the program was implamented
in the avening.

Review of Resident #3's self-medication program
dated August, 2010, on August 4, 2010, at
approximately 8:45.a.m., revealed that staff was
to document at laast three times per week
(M-W-F) if the resident was able to perform the
foliowing steps during the medication
administration. Further review revealad the salf-
medication program was as follows:

a. Wash hands;

b. Pour water In cup provided for medication
administration;

¢. Punch out madicstions from biister pack;
d. Proper disposal of usad medication cup;
f. Put cup in kitchen sink after taking all
medicatipns

There was no evidence that the resident was
given the opportunity to fully participate in the
self-medication program.

4, The GHMRP failed to consistently implement
stratelgles identified in resident #1's iPP Cross raference W249.4
designed to increase tolerance of her hearing aid
during waking hours, as evidanced balow:

On August 3, 2010, at 10:48 a.m., absarvation at
the day progrem revealed Resident #1 walkad
over ip the desk where the surveyor was sitting
with the day program speciaiist The program
specialist signed the word [wave] and the resident
responding by waving [hi] to the surveyer. The
day program specialist signed thank you and
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Resident #1 responded by signing thank you
back. At4:07 p.m., evening observations at the
home revealed direct care Staff #1 signed the
word pretty to Resident #1 and she responded by
signing the word pretty back 1o staff. At
approximately 4:10 p.m., the house manager was
observed o sign the word wash hands to
Resldent#1 during snack time. Resident #1
:'mmediataly went io the bathroom to wash her
ands.

| On August 3, 2010, at approximately 5:15 p.m.,

Interview with direct care Staff #1 revealad that
she signed to Resident #1 becauss she was
deaf. Further interview revealed that Resident #1
had a hearing ald to assist her with hearing. This
was also acknowledged through interview with
the House Manager on August 4, 2010, at
approximately 11;30 a.m,

On August 4, 2010, at approximately 0:50 a.m.,
raview of Resident #1's current physiclan's orders
dated July 2010 revealed the resident had a
diagnosis of bilalerai heating lcss. Interview with
the quaiified mentai retardation professional
(QMRP) and revisw of Resident #1's Individual
Support Plan (ISP) dated January 4, 2010 on the
same day at approximately 12:15 p.m., revealed
an objective for the resident to tolerate her
he?ring aid during waking hours 100% of trials
daily.

Observations the previous day (August 3, 2010),
however, revealed that Resident #1 was not
observed wearing her hearing aid at the day
program and at her home,

At the time of the survay, thers was no evidence
that staff implemented Residsnt #1's program
objactive (Wil tolarate her haaring aid) as
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| 432; 3521.7(c) HABILITATION AND TRAINING 1432 ([Cross reference W242 |
Tha habllitation and training of residants by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:
(c) Personal hygiens (including washing, bathing,
shampooing, brushing taath, and menstrual
care);

This Statute 15 not met as evidanced by:

Based on observation, staff Interview and record
review, the facllity falled to ensure sach clents
Individual program plan (IPP) Incitded tralning In
activitles of dental hygiene, for two of the three
residents in the sample. (Residents #1 and #3)

The finding includes:

Review of Residant #1's medical record on
August 4, 2010, at approximately B:10 a.m.,
revealed a dental consultation dated July 18,
2010, that recommended the resident brush teeth
two (2) imes a day, Continued review of tha
resident's record revealed the resident had fuil
mouth scallng and prophylaxis complatad during
the dental appointment.

Review of Residen! #1's Individual Program Plan
(IPP) dated August 2010 at approximately 9:12
a.m. revealed no evidence of a training program
to addreas the resident's oral hyglene.

Review of the Qualified Mental Retardation
Professional's (QMRP's) progress notes dated
May 2010, on August 4, 2010, at approximataly
8:16 a.m., revealad Resident #1's tooth brushing

program was being implementad,
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Interview with the QMRP on August 4, 2010, at
approximataly 8:20 a.m., however revealed
Residant #1 did not have a tralning program to
address har dental hyglens.

There waa no evidence the facllity ensured the
resident's |FP Included training in activities of
dental hygiena,

3523.1 RESIDENT'S RIGHTS

Each GHMRP resldence director shall ensure
that the rights of rasidents are observed and
protected In accordance with D.C. Law 2-137, this
chaptar, and other applicabla District and federal
laws,

This Statute Is not met as evidenced by:

Based on Interview and record review, the facility
falled to ensure the rights of sach resident and/or
thair legal guardian to be informed of the
resident's madical condition, deveiopmental and
behavioral status, attendant risks of treatment,
and the right to refuse treatment, for one of three
residents inciuded in the sample. (Resident #2)

Thae finding Includes:;

During the entrance conference on August 3,
2010, beginning at approximately 8:30 a.m., the
qualified mental retardation professional (CMRP)
and Residential Manager (RM) indlcated that the
Resident #2 had sister who assisted with making
heglth care decisions.

On August 4, 2010, at approximately 12:20 p.m.,
review of Resident #2's medical records revealad

1432
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a physiclan's order dated July 2010, for Ativan 2
mg by mouth one hour prior to her dental
appointment. interview with the QMRP on the
same day approximately 12:40 p.m. confirmed
that the sedation was givan on July 8, 2010,

Review of Rasident #2's Psycholagical
Assessment dated Oclober 2010, on the August
4, 2010, at approximately 1:20 p.m., revealed that
the resident was nat competent to make
decisions regarding his health, safety, financia) or
residential placement. Further raview of Residant

1 #2's record falled to provide evidence that written

informed consent had been obtained for the use
of the sedative medication, Atappraximately
1:35 p.m., the QMRP acknowledged that she hed
not obtained consent from Residant #2's sistar
prior to the administration of Ativan.
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